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ABSTRACT 

Background: The atypical antipsychotic agent quetiapine fumarate has demonstrated 
efficacy and tolerability in clinical triáis in patients with chronic or subchronic exacerba- 
tions of schizophrenic symptoms. 

Objective: This review summarizes clinical trial data and other practical information 
regarding the initiation and routine administraron of quetiapine. Appropriate strategies for 
switching from other antipsychotic agents to quetiapine are also discussed. 

Results: Quetiapine is an appropriate initial treatment for psychotic disturbances in pa- 
tients with schizophrenia of any stage and for those in whom a therapeutic switch is in- 
dicated for clinical reasons, such as inability to tolérate the side effects of treatment. Titra- 
tion to 400 mg/d is recommended using the following schedule, administered BID in 
divided doses: day 1, 50 mg; day 2, 100 mg; day 3, 200 mg; day 4, 300 mg; and day 5, 
400 mg. In patients who respond to quetiapine, therapy should be continued at the opti- 
mal dose that maintains remission, within the range of 150 to 750 mg/d. When a change 
in therapy is indicated, several strategies for switching from one antipsychotic agent to 
another may be applied to switching to quetiapine. Whereas studies have shown that an 
abrupt switch to or withdrawal from quetiapine does not produce signiñcant clinical con- 
sequences, in practice the switch should be carefully individualized to minimize the po- 
tential for psychotic relapse or development of withdrawal symptoms. 

Cortclusions: Quetiapine has antipsychotic effects and good tolerability at doses from 
150 to 750 mg/d. Patients can be switched to quetiapine and their treatment individual- 
ized to achieve the optimal therapeutic effect with a minimum of dose-limiting side 
effects. There are several strategies for switching to quetiapine from another antipsychotic 
agent that do not appear to cause significant exacerbation of psychosis or withdrawal 
reactions. 
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INTRODUCTION 

Clozapine, the first of the atypical antipsy- 
chotic agents, was developed in Europe al- 
most 25 years ago. Despite proven efficacy 
and tolerability, clozapine’s association 
with agranulocytosis has tended to limit its 
use to treatment-refractory patients. 1 - 2 The 
past decade has seen advances in antipsy- 
chotic therapy that have resulted in the 
availability of agents that are relatively free 
of limiting adverse effects. Research and 
increasing clinical experience point to the 
superior efficacy and tolerability of the 
newer atypical antipsychotic agents (eg, 
risperidone, olanzapine, quetiapine) com- 
pared with the conventional antipsychotic 
agents (eg, haloperidol, chlorpromazine) . 3 “ 6 
Because the newer agents are better toler- 
ated and ímprove control of a wider range 
of psychotic symptoms, many patients are 
undergoing a switch from conventional to 
atypical antipsychotic agents. 

This review summarizes data from clin- 
ical triáis used for the registration of que- 
tiapine fumarate,* as well as results of 
subsequent studies performed in special 
populations or providing practical infor- 
mation regarding the initiation and main- 
tenance dosing of quetiapine. Strategies 
for switching from other antipsychotic 
agents to quetiapine are also discussed. 

PHARMACOLOGY 

Quetiapine is an atypical antipsychotic 
agent of the dibenzothiazepine class and 
has been approved by the US Food and 
Drug Administration for the treatment 
of schizophrenia. Among the atypical anti- 
psychotic agents, the neurotransmitter- 


’Trademark: Seroquel® (AstraZeneca Pharmaceuti- 
cals LP, Wilmington, Delaware). 


receptor binding affinities of quetia- 
pine are most closely related to those 
of clozapine. 7 Quetiapine is an antagonist 
at múltiple neurotransmitter receptors, 
including the 5-hydroxytryptamine (HT) 1A 
and 5-HT 2a , dopamine (D), and D 2 , his- 
tamine (H) 15 and alpha-1 and alpha-2- 
adrenergic receptors. 7 Unlike olanzapine 
and clozapine, quetiapine has no ap- 
preciable affmity for muscarinic recep- 
tors. This lack of anticholinergic activ- 
ity may contribute to a positive effect on 
cognition. 8 - 9 

It has been proposed that quetiapine ’s 
atypical antipsychotic properties, like 
those of clozapine, are mediated through 
combined D 2 and 5-HT 2A antagonism. 
Quetiapine is also similar to clozapine 
with regard to its low to modérate affmity 
for the D 2 receptor and its ability to be 
readily displaced from the D 2 receptor by 
dopamine. 10 This loose binding results in 
transient occupancy at D 2 receptors and 
explains, at least in part, quetiapine’s low 
likelihood of producing extrapyramidal 
symptoms (EPS) or elevations in plasma 
prolactin levels. Low to modérate affmity 
for the D 2 receptor also explains quetia- 
pine’s classification as a low-potency an- 
tipsychotic agent (ie, higher milligram 
doses are needed). 

EFFICACY 

The therapeutic benefit of both fixed and 
variable doses of quetiapine on positive 
and negative symptoms of schizophrenia 
has been demonstrated in controlled clin- 
ical triáis in patients with chronic or 
subchronic exacerbations of schizophre- 
nia. 1,-14 The long-term efficacy of queti- 
apine has also been studied in open- 
label extensión triáis lasting up to 130 
weeks. 1516 In additional studies, quetia- 
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pine has been shown to be effective for 
psychosis in the elderly, 1718 partial re- 
sponders and treatment-resistant patients, 5 
adolescents, 19 and patients with Parkin- 
son’s disease experiencing drug-induced 
psychosis. 20-22 

TOLERABILITY AND SAFETY 

The tolerability and safety profile of que- 
tiapine has been evaluated in control led 
clinical triáis. 11,12 ’ 14 Quetiapine has gen- 
erally been well tolerated across the ther- 
apeutic range in patients with a variety of 
psychotic disorders. Adverse events oc- 
curring with a statistically significantly 
higher incidence with quetiapine than 
placebo in short-term triáis included som- 
nolence, dizziness, dry mouth, increased 
hepatic transaminase levels, abdominal 
pain, and weight gain. 11-14 These effects 
were usually seen during the initial dos- 
ing period, were classified as mild, and 
(with the exception of weight gain) gen- 
erally resolved without specific treatment. 
Experience with long-term administration 
of quetiapine has demonstrated a favor- 
able weight profile, with minimal effects 
on weight across categories of body mass 
índex. 23 The rates of serious adverse 
events and withdrawals due to adverse 
events with quetiapine were low, did not 
differ from those with placebo, 1 1,12,14 and 
occurred at lower rates than with conven- 
tional antipsychotic agents. 12,13 

Unlike conventional antipsychotic 
agents, quetiapine is associated with a low 
incidence of EPS. Results of controlled 
clinical triáis showed no significant dif- 
ference in the percentage of patients ex- 
periencing EPS or requiring anticholiner- 
gic medications between quetiapine and 
placebo across the entire therapeutic dose 
range. 11,12,14 Quetiapine shares this low 


incidence of EPS with clozapine, whereas 
risperidone, olanzapine, and ziprasidone 
all appear to produce a dose-related in- 
crease in the risk of EPS. 24,25 

Quetiapine has not been associated with 
increases in plasma prolactin levels. 26 In 
the clinical triáis, there were no signifi- 
cant differences between any dose of que- 
tiapine and placebo in terms of effects on 
plasma prolactin concentrations from 
baseline to study end. 11,12,14 

DOSING AND ADMINISTRATION 

Quetiapine is an appropriate initial treat- 
ment for psychotic disturbances in pa- 
tients with schizophrenia at any stage and 
for patients in whom a switch in therapy 
is indicated for clinical reasons, such as 
inability to tolérate the side effects of pre- 
vious treatment. During early clinical tri- 
áis, quetiapine was administered 3 times 
daily based on the drug’s relatively short 
plasma elimination half-life (~7 hours). 27 
However, plasma concentrations of an- 
tipsychotic agents may not accurately 
predict clinical effect and, therefore, dos- 
ing frequency. 28 In a large (n = 618) mul- 
ticenter comparison of the efficacy and 
safety of twice- and thrice-daily dosing 
regimens of quetiapine in the treatment of 
schizophrenia, 29 the 2 regimens were 
equally effective and well tolerated, sup- 
porting use of a twice-daily dosing sched- 
ule. Neuroimaging studies have shown 
that 12 hours after dosing, 27 % of D 2 re- 
ceptors and 58% of 5-HT 2 receptors re- 
mained occupied by quetiapine. 28 There- 
fore, twice-daily dosing of quetiapine is 
also supported by the neuroimaging stud- 
ies, which demonstrated a considera- 
bly longer central nervous system effect 
than expected based on the drug’s plasma 
half-life. 
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Initiating Quetiapine 
It is recommended that the initial dose 
of 400 mg/d be reached using the follow- 
ing schedule, administered BID in divided 
doses: day 1, 50 mg; day 2, 100 mg; day 
3, 200 mg; day 4, 300 mg; and day 5, 400 
mg (Table). This schedule can be tailored 
to such clinical factors as age, severity of 
illness, risk of orthostatic hypotension, 
and use of concomitant medications. From 
day 5 onward, the dose should be adjusted 
within the range of 100 to 750 mg/d based 
on the clinical response and tolerability. 

On initiation of quetiapine therapy, se- 
dation and orthostatic hypotension result- 
ing from the drug’s high affinity for the 
histaminic and alpha,-adrenergic recep- 
tors should be anticipated. In susceptible 
patients, these effects can be minimized 
and controlled by adjusting the rate at 
which the dose is titrated and using un- 
equal dosing, with the higher dose taken 
before bedtime. 

Maintenance Dosing 

In patients who respond to quetiapine, 
therapy should be maintained within the 
150- to 750-mg/d range at the dose that 
sustains remission. 12 In a 52-week, open- 
label extensión trial (n = 1085), 9 65.9% of 
patients received a mean daily quetiapine 
dose of 400 to 800 mg. Although some 
practitioners have used doses up to 1800 
mg/d in refractory cases (J.M. Goldstein, 
personal communication, December 10, 
2000), a search of relevant Web sites 
(clinicaltrials.gov, centerwatch.com, catie. 
unc.edu [Clinical Antipsychotic Triáis of 
Intervention Effectiveness], and the Na- 
tional Institute of Mental Health) revealed 
no controlled triáis including doses over 
800 mg/d. As discussed earlier, the im- 
pro vements in positive and negative symp- 
toms seen in the acute-phase triáis have 


persisted with continued treatment in 
open-label extensión studies. 15,16 How- 
ever, as with all chronically administered 
medications, therapy should be reassessed 
periodically to determine whether the cur- 
renl dosage continúes to be appropriate. 

Individualization of Dosing 

Individual therapeutic needs may vary 
depending on the type and severity of 
symptoms, the patient’s age, and many 
other factors. One trial found statistically 
significant improvements in efficacy pa- 
rameters ( P < 0.05) with fixed doses of 
quetiapine ranging from 150 to 750 mg/d, 
while identifying no clinically significant 
safety concems with increasing doses. 12 
Quetiapine ’s favorable tolerability profile 
across a range of doses suggests that a 
higher dose may be considered when an 
adequate response is not achieved at a 
lower dose. Use of a higher quetiapine 
dose to maximize the therapeutic effect is 
supported by the findings of a double- 
blind study in partial responders 5 and an- 
other study in which patients who received 
quetiapine 600 mg/d showed more im- 
provement in cognitive functioning after 
24 weeks than did those who received que- 
tiapine 300 mg/d or haloperidol 12 mg/d. 3ü 

Quetiapine’s calming properties and fa- 
vorable tolerability profile allow adminis- 
tration of 25 or 50 mg as needed for anx- 
iety, agitation, or insomnia. This can be 
helpful in decreasing the use of adjunc- 
tive tranquilizers that could impair coor- 
dination or cognition and have the poten- 
tial for abuse and addiction. 

DRUG INTERACTIONS 

Quetiapine is extensively metabolized, 
with <1% of a dose excreted as unchanged 
drug, -73% in uriñe and -21% in feces. 31 
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Table. Proposed titration schedule for quetiapine, assuming acceptable tolerability. 

A. Initiation of dosing 

Dosage, mg 

Moming 

Evening 

Total Daily Dose, mg 

Nonelderly adults 





Day 1 

1x25 

1 x25 


50 

Day 2 

2x25 

2x25 


100 

Day 3 

1 x 100 

1 x 100 


200 

Day 4 

1 x 100 

1 x200 


300 

Day 5 

1 x 200 

1 x 200 


4(X) 

Elderly adults* 





Day 1 


1 x25 


25 

Day 3 

1 x25 

1 x25 


50 

Day 5 

I x25 

2x25 


75 

Day 7 

2x25 

2x25 


100 

B. Maintenance dosing* 








Dosage, mg 


Total Daily Dose, mg 

Moming 

Evening 

Nonelderly adults 

150 


2x25 

1 x 100 


300 


1 x 100 

1 x200 


400 


1 x 200 

1 x 200 


500 


1 x 200 

1 x300 


600 


1 x 300 

1 x300 


700 


1 x 300 

2 x 200 


800 


2x200 

2x200 

Elderly adults* 

75 


1 x 25 

2x25 


100 


2x25 

2x25 


150 


2 x 25 

1 x 100 


*In elderly adults and some patients receiving maintenance doses, a QHS dosing regimen has proven useful. 


The primary cytochrome P450 (CYP) 
isozyme responsible for the metabolism 
of quetiapine is CYP3A4, with a small 
contribution to its 7-hydroxylation by 
CYP2D6. 31 Consequently, drugs that po- 
tentially inhibit or induce CYP3A4 can 
alter quetiapine’s metabolism, and dose 


adjustment should be considered, particu- 
larly in elderly or debilitated patients. 

Several studies have evaluated the po- 
tential for drug interactions with quetia- 
pine 32 - 15 ; few drug interactions of clinical 
significance were detected, and no inter- 
actions appeared to be dose related. Dose 
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adjustment may be required when queti- 
apine is coadministered with phenytoin or 
ketoconazole. 31 Because, unlike olanza- 
pine, quetiapine is not metabolized by 
CYP1A isozymes, no dose adjustment is 
needed in patients who smoke. 36-37 Ad- 
ministration of quetiapine is not affected 
by food intake. 

SPECIAL PATIENT POPULATIONS 
Adolescents 

Although there have been no random- 
ized, double-blind studies of quetiapine in 
children, results of a pilot study in adoles- 
cents (aged 12.3-15.9 years) suggest that 
the dose requirements and clinical re- 
sponses to quetiapine in this population are 
not significantly different from those in 
adult patients with psychotic disorders. 19 

The Elderly 

Like other antipsychotic agents, queti- 
apine should be used with caution in el- 
derly patients, particularly during the ini- 
tiation of therapy. Dosing should begin at 
25 mg/d, increasing by 25 mg/d until an 
effective dose is reached. Because of the 
reduced clearance of quetiapine in the el- 
derly, the optimal dose is likely to be lower 
in this population than in younger pa- 
tients. 27 ' 38 This was illustrated by the 
results of an open-label trial in elderly 
adults 18 in which the median dose of que- 
tiapine was 138 mg/d. Consequently, the 
recommended initial target dose in elderly 
patients is 100 mg/d. 

Renal and Hepatic Impairment 

Dose adjustment of quetiapine is not 
required in patients with renal impairment. 


However, because quetiapine is metabo- 
lized in the liver, slower dose titration may 
be desirable in patients with hepatic im- 
pairment. Also, depending on individual 
clinical response and tolerance, the daily 
therapeutic dose may be lower in patients 
with hepatic impairment. In these patients, 
therapy should be started at 25 mg/d and 
increased by 25 to 50 mg/d to an appro- 
priate dose. 39 

Pregnancy 

Quetiapine is a Pregnancy Category C 
drug and should be used during pregnancy 
only if the potential benefits outweigh the 
potential risk to the fetus. Quetiapine has 
been found in the breast milk of animáis 
administered the drug, 37 and women re- 
ceiving quetiapine should not breast-feed. 37 

Mood and Affective Disorders 

Clinicians are increasingly using atypi- 
cal antipsychotic agents in patients with 
mood and affective disorders, and queti- 
apine has shown potential benefit in this 
population. 1 6,4a ' 49 Patients with acute psy- 
chotic mania appear to require and tolér- 
ate higher doses of these medications than 
patients with stable depression or bipolar 
disorder. 

GENERAL APPROACH TO 
SWITCHING ANTIPSYCHOTIC 
AGENTS 

Switching from one antipsychotic med- 
ication to another can lead to clinical 
complications and should be undertaken 
only for a clear purpose (eg, improved 
efficacy or tolerability). A clinician con- 
templating a therapeutic substitution of 
antipsychotic medications needs to con- 
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sider many factors. For example, a drug 
switch or crossover in psychiatrically 
stable patients may lead to a fiare-up 
of psychotic symptoms and/or with- 
drawal effects. 50 Flare-ups can appear 
as syndromes involving reemergent or 
worsening psychoses, rebound or un- 
masked dyskinesia, and cholinergic- 
rebound phenomena. 50 Other withdrawal 
signs and symptoms may inelude insom- 
nia, nausea, vomiting, anxiety, and ag- 
itation. In an exacerbation of symptoms, 
a short-term course of a benzodiaze- 
pine or a brief reinstatement of the ori- 
ginal antipsychotic agent may be required. 
In addition, the threat of increased non- 
compliance during the transition period 
makes cióse supervisión and provi- 
sión of additional support and education 
crucial. 

Avoiding a Flare-up of 
Psychotic Symptoms 

Before initiating a change in anti- 
psychotic drug therapy, clinicians should 
assess the risk for an exacerbation of 
psychotic symptoms (including aggres- 
sive symptoms) and review the patient’s 
past and current proclivity toward sui- 
cidal acts. Ideally, switching should not 
be undertaken if a patient is approach- 
ing a significant stressor such as a job 
change, move, or change in a relationship. 

Reducing the Potentialfor 
Withdrawal Symptoms 

When switching therapies, clinicians 
should consider patients’ clinical history 
and current status. For example, in pa- 
tients who are acutely ill at the time of the 
switch, it may be prudent to withdraw cur- 
rent medications slowly during initial 


titration of the new medication. Patients 
who are taking anticholinergic medica- 
tions may need to be monitored more 
closely for rebound effects. Such precau- 
tionary monitoring should not be limited 
to anticholinergic medications, however, 
but should inelude any other concomjtant 
medications. Because of the high rate of 
substance abuse among patients with psy- 
choses, it is also prudent to ascertain 
whether the patient uses illicit drugs and 
put appropriate medical-management prac- 
tices in place. 

The rate at which current medications 
are withdrawn is affected by the patient’s 
age, use of concomitant medications, pres- 
ence of other medical or psychiatric ill- 
nesses, and previous experience with the 
new drug or other antipsychotic medica- 
tions. It is considered prudent to withdraw 
medications more slowly in patients aged 
<18 or >65 years. 

Considering the Pharmacologic 
Profiles of Current and Replacement 
Antipsychotic Medications 

When making a therapeutic switch, it 
is important to take the pharmacologic 
profile of the antipsychotic medication 
that is being discontinued into considera- 
tion. For example, clozapine has been as- 
sociated with severe withdrawal reactions 
that are presumed to be related to its pro- 
nounced anticholinergic properties. 50-54 
Therefore, when the current drug has an- 
ticholinergic properties, it should be with- 
drawn slowly. Similarly, when switching 
from antipsychotic agents such as risperi- 
done or haloperidol that are administered 
with an anti-EPS anticholinergic medica- 
tion, patients should be monitored for both 
dopaminergic and cholinergic withdrawal 
phenomena. 
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SWITCHING TO QUETIAPINE 

In addition to the foregoing general con- 
siderations, a number of other factors 
should be taken into account when switch- 
ing therapy to quetiapine from another 
antipsychotic agent. To avoid an exacer- 
bation of symptoms or a drug-drug 
interaction, it is necessary to consider (1) 
whether sedation has been a problem with 
the current antipsychotic medication; (2) 
whether the current drug is metabolized 
totally or partially by CYP3A4; and (3) 
whether the current drug is associated with 
postura! hypotension. Because of quetia- 
pine’s antihistaminic properties, highly 
sedating drugs may exacérbate the som- 
nolence observed in some patients on 
initiation of quetiapine. Drugs that induce 
or inhibit the CYP3A4 isozyme can alter 
plasma quetiapine levels; in such cases, 
dose adjustment is advisable. Quetiapine 
should be dosed more carefully in patients 
who have been taking other antipsychotic 
agents with a potential to cause postural 
hypotension (eg, clozapine, olanzapine, 
chlorpromazine). 

Switching Options 

Three strategies have been described 
for switching from one antipsychotic med- 
ication to another: abrupt discontinuation 
of the current drug, ero ss-tape ring, and 
administration of both drugs followed by 
gradual discontinuation of the original 
drug. 50 These strategies are appropriate 
for switching to quetiapine from another 
antipsychotic agent. 

Option 1 — Abrupt Discontinuation 

To avoid the added burden of side ef- 
feets and potential drug-drug interactions 
with concomitant antipsychotic agents. 


some clinicians withdraw the current an- 
tipsychotic medication without tapering 
before starting quetiapine (Figure 1). 
This option may be most appropriate for 
inpatients taking antipsychotic agents 
other than clozapine who have a low risk 
for psychotic exacerbation, aggression, 
or suicide. In the inpatient setting, inten- 
sive monitoring is available should de- 
compensation take place. For patients who 
are receiving a depot drug, quetiapine 
is started at the time the next depot in- 
jection is scheduled. Patients switched 
from depot antipsychotic medications can 
be considered to undergo cross-tapering 
(Option 2), because plasma levels of the 
depot antipsychotic drug will decline 
gradual ly. 

Option 2 — Cross-Tapering 
Cross-tapering from oral or depot med- 
ications to quetiapine may be most suitable 
for outpatients whose condition is stable, 
particularly when the current antipsy- 
chotic medication has the potential for se- 
dation and/or orthostatic hypotension (eg, 
clozapine, olanzapine). The dose of the 
current oral antipsychotic medication is re- 
duced as quetiapine is introduced gradu- 
ally (Figure 2). A compromise with Option 
1, this approach avoids potential with- 
drawal reactions and limits the risk of in- 
creased side effeets with a prolonged over- 
lap of antipsychotic medications, as in 
Option 3. 

Option 3 — Dual Administration 
Followed by Gradual Discontinuation 
In this strategy, quetiapine is added to 
the existing regimen, with gradual with- 
drawal of the original antipsychotic med- 
ication after a time (Figure 3). This may 
be the safest option when the possibility 
of relapse is of primary concern. It may 
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Therapeutic 

dose 


y 

Initial dose 



Week 


Figure l. Switching to quetiapine: abrupt discontinuation. 


also be appropriate for patients whose 
condition has only recently been stabi- 
lized but in whom intolerable adverse ef- 
fects malee a switch necessary. Some cli- 
nicians consider it important to complete 
the crossover process on an inpatient ba- 
sis so the patient is not discharged while 


taking a combination of antipsychotic 
agents. 49 Because this strategy reduces 
potential withdrawal reactions, it would 
be the preferred option in a switch from 
unsuccessful clozapine treatment to queti- 
apine, which does not add to the burder) 
of EPS. However, Option 3 may increase 


Therapeutic 

dose 

A 


Initial dose 



Figure 2. Switching to quetiapine: cross-tapering. 
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dose 

A 


y 

Iniíial dose 


Begin tapering of 
previous antipsychotic agent 



Week 


Figure 3. Switching to quetiapine: dual administration followed by gradual discontinuation. 


the risk of drug-drug interactions or ad- 
ditive side effects. 

Clinical Experience 

One study has assessed the safety 
of an abrupt switch to quetiapine from 
1 of 4 usual-care options. 55 In 50 pa- 
tients whose condition was stabilized 
with risperidone, thioridazine, haloperi- 
dol, or haloperidol with benztropine 
mesylate, the current therapy was discon- 
tinued abruptly and quetiapine was initi- 
ated in a dose-escalated fashion, was 
maintained at 300 mg/d for 12 days, and 
was then discontinued abruptly. Patients 
were monitored for side effects, and the oc- 
currence of EPS was assessed based on 
scores on the Simpson-Angus Scale 
(SAS) and Abnormal Involuntary Move- 
ment Scale (AIMS). Brief Psychiatric 
Rating Scale (BPRS) total and Clinical 
Global lmpression Severity of Illness 
(CGI-SI) scores were used to assess psy- 
chiatric status. 


Tn general, the abrupt switch was well 
tolerated. Patients remained clinically sta- 
ble, with no significant changes in mean 
BPRS total or CGI-SI scores. Only 2 (4%) 
patients had a psychotic relapse with the 
abrupt switch to quetiapine, which may 
have been associated with subtherapeutic 
dosing of quetiapine in this fixed-dose 
trial. Side effects reported as adverse 
events were judged by the investigators to 
be mostly mild to modérate, with somno- 
lence being the most common. After the 
switch to quetiapine, SAS and AIMS 
scores either improved or remained un- 
changed. These results suggest that pa- 
tients can be switched from standard an- 
tipsychotic regimens to quetiapine without 
a risk of withdrawal symptoms. 

After abrupt discontinuation of que- 
tiapine, there was some deterioration 
in psychotic symptoms. Nonpsychiatric 
symptoms consisted primarily of nausea 
and vomiting. Most of these symptoms 
were classified as mild to modérate, sug- 
gesting that quetiapine can be discontin- 
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ued when necessary without any clinically 
significant adverse effects. 

CONCLUSIONS 

Treatment of psychosis has a 2-fold goal: 
to reduce psychopathology and to retum 
the patient to more normal functioning. 
This can best be achieved with system- 
atic, individualized dosing of antipsy- 
chotic medications. 

The efficacy and tolerability profile of 
quetiapine supports its use as an initial 
treatment for psychotic disorders. An- 
tipsychotic effects can be achieved over a 
range of doses, allowing individualization 
of treatment to achieve the optimal thera- 
peutic effect without dose-limiting side 
effects. There are several strategies for 
switching to quetiapine from another an- 
tipsychotic agent that do not appear to 
cause significant exacerbaron of psy- 
chosis or withdrawal reactions. 
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